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Abstract 

Background: While it is acknowledged that child obesity interventions should cover multiple ecological levels 
(downstream, midstream and upstream) to maximize their effectiveness, there is a lack of evaluation data to guide 
the development and implementation of such efforts. To commence addressing this knowledge gap, the present 
study provides process evaluation data relating to the experiences of groups implementing the EPODE approach to 
child obesity prevention in various locations around the world. The aim of this exploratory study was to investigate 
the barriers and facilitators to program implementation in program sites around the world to assist in developing 
strategies to enhance program outcomes. 

Methods: An online survey that included open-ended questions was distributed to the 25 EPODE programs in 
operation at the time of the survey (May 2012). The survey items asked respondents to comment on those aspects 
of program implementation that they found challenging and to suggest areas for future improvement. Eighteen 
programs representing 14 countries responded to the request to participate in the survey, yielding a 72% response 
rate. The responses were analyzed via the constant comparative method using NVivo qualitative data analysis 
software. 

Results: The main concerns of the various EPODE programs were their ability to secure ongoing funding and 
their access to evidence-based intervention methods and policy advice relating to relationships with third parties. 
These issues were in turn impacted by other factors, including (i) access to user-friendly information relating to the 
range of intervention strategies available and appropriate evaluation measures; (ii) assistance with building and 
maintaining stakeholder relationships; and (iii) assurance of the quality, independence, and transparency of 
policies and practices. 

Conclusions: The findings are facilitating the ongoing refinement of the EPODE approach. In particular, 
standardized and tailored information packages are being made available to advise program members of 
(i) the various evaluation methods and tools at their disposal and (ii) methods of acquiring private partner 
support. Overall, the study results relating to the types of issues encountered by program members are likely 
to be useful in guiding the future design and implementation of multi-level initiatives seeking to address 
other complex and intractable health-related problems. 
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Background 

The World Health Organization [1,2] recognizes child 
obesity as an epidemic that affects both developed and 
developing nations. Rates of child obesity have increased 
dramatically in recent decades. It is estimated that there 
are now more than 30 million overweight children under 
5 years of age living in developing nations and a further 
10 million in developed nations [3]. These aggregate 
numbers disguise higher prevalence in developed nations, 
but rates of increase are higher in developing nations [4]. 

The prevention and treatment of child obesity is a high 
health priority because overweight children are more 
likely than their normal weight counterparts to become 
overweight adults [1,5,6]. As a result, they are more 
likely to experience a range of health problems across 
the lifespan, including heart disease, diabetes, stroke, 
cancer, and mental illness [7,8]. The increase in preva- 
lence of these diseases at a population level is forecast 
to have enormous economic consequences due to the 
very high associated direct and indirect costs [9,10]. For 
example, it is estimated that 1-3% of annual health ex- 
penditures in most OECD nations are attributable to 
obesity, with a considerably higher figure estimated for 
the US (5-10%) reflecting higher levels of obesity [11]. 
Indirect costs are difficult to quantify, but are expected 
to exceed direct health costs [12]. 

Despite the recognized importance of addressing child 
obesity, little progress has been made at the population 
level and prevalence levels remain high [1,13]. Nume- 
rous interventions have been implemented in various 
countries to date including Australia, Belgium, China, 
Finland, Germany, Israel, Korea, Mexico, and the UK, 
although the majority of evaluated programs have been 
conducted in the US (for reviews see [14-16]). The diffi- 
culties that have been experienced in addressing child 
obesity reflect the multifactorial nature of the condition, 
which has diverse causes including genetics, sedentary 
lifestyles, the built environment, an increasing amount 
of food being consumed outside the home, and heavy 
marketing of unhealthy food products [17-20]. Recent 
evidence has also pointed to the potential contributions 
of excessive screen time and sleep deprivation to weight 
problems in children [21,22]. Overall, children, along 
with adults, live in an obesogenic environment that pro- 
motes excessive energy intake and discourages physical 
activity [23,24]. 

Given the diverse factors that contribute to obesogenic 
environments, it is recognized that interventions seeking 
to address child obesity need to operate at multiple eco- 
logical levels [1,25-28]. The intervention literature cate- 
gorizes these levels as downstream, midstream, and 
upstream [29]. Downstream factors are those that influ- 
ence individual decision-making, such as personal pref- 
erences and habits. Upstream factors are those that exist 



at a community or national level and impact behaviors 
at a macro level, such as town planning that either en- 
courages or discourages walking for transportation. Mid- 
stream factors are the remaining factors that operate at 
the meso-level, such as individual school policies or 
family practices that influence children's participation in 
sporting activities. 

Most obesity programs to date have been downstream in 
that they have primarily focused on modifying individuals' 
decision making processes through education to achieve 
desirable weight outcomes [30,31]. Meta-analyses show that 
downstream obesity interventions typically focus on im- 
proving individuals' diets and/or increasing their physical 
activity, but that such approaches have had limited success 
among both adults and children [32-35]. According to 
these analyses, the short-term nature of such interventions 
limits their effectiveness and individuals often relapse to 
their pre-intervention state. In general, downstream inter- 
ventions reach fewer members of the target population 
and are less cost effective per capita than interventions 
targeting midstream or upstream factors [27] . 

Midstream interventions, typically in the form of family- 
based interventions, have had some success by altering the 
home environment. Epstein and colleagues demonstrated 
significant improvements in child obesity over extended 
time periods [36,37]. Their results show the efficacy of fo- 
cusing on those elements in the child's family environment 
that influence food consumption, rather than just focusing 
on individual decision- making processes. Such an ap- 
proach reflects the importance of the family environment 
in influencing children's weight status [38] . 

Upstream interventions often involve mandatory or 
voluntary policies that attempt to shape the environment 
in ways that make healthy choices easier for individuals 
[39]. Such interventions reflect the ecological model of 
behavior that emphasizes the importance of the envir- 
onment on the actions of individuals [40]. Upstream 
interventions are increasingly being proposed as more 
effective means of assisting population-level weight 
management [23,28,31]. 

Child obesity interventions that cross multiple eco- 
logical levels are rare. This situation reflects the high 
costs, numerous logistical difficulties, and lack of rigor- 
ous evaluation data to guide such efforts [41,42]. It also 
reflects the focus to date on downstream interventions 
that rely on educating individuals to improve public 
health [30]. The few multi-level programs that have been 
implemented to date have tended to focus on specific 
areas within individual countries and have featured a 
strong emphasis on school-based intervention compo- 
nents. Examples include the Shape Up Somerville pro- 
gram implemented in three cities in Massachusetts, USA 
[43,44] and the Be Active Eat Well program in a town in 
Victoria, Australia [45]. A further example that is unique 
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because it is comprehensive, sustained, and international 
is EPODE. The EPODE approach to child obesity preven- 
tion involves addressing a wide variety of factors that im- 
pact on children's health at multiple ecological levels. 
EPODE originated in France in 2004 in response to bur- 
geoning child obesity rates, with the name representing 
the phrase "Together Let's Prevent Childhood Obesity" 
(Ensemble Prevenons l'Obesite des Enfants' [46]). More 
information relating to EPODE is provided further below. 

In the context of inadequate evaluation data for com- 
prehensive, multi-level interventions, it has been sug- 
gested that the generation of process evaluation data 
should be an immediate priority to provide vital informa- 
tion for those seeking to implement such interventions 
[47]. Process evaluations investigate how interventions are 
implemented, as compared to outcome evaluations that 
assess the extent to which interventions meet their stated 
objectives [48]. The present study addresses the need for 
initial process evaluation data by reporting the experiences 
of groups implementing the EPODE approach in various 
locations around the world. The findings will assist in the 
ongoing refinement of the EPODE approach and are also 
likely to be useful in guiding the future design and imple- 
mentation of multi-level initiatives seeking to address 
other complex and intractable health-related problems 
(such as programs implemented to address mental health, 
sexual/reproductive health, youth alcohol consumption, 
and cardiovascular disease). 

The qualitative survey results reported in this article build 
on an earlier analysis of preliminary EPODE process evalu- 
ation data in the form of program-related documents and 
interviews with implementation staff in three countries 
[49]. The previous analysis highlighted the importance of 
garnering political commitment, developing public and pri- 
vate partnerships, engaging in evidence-based social mar- 
keting and community-based campaigns, and undertaking 
rigorous evaluation of program outcomes. The present 
study extends this work by accessing the experiences and 
expectations of a much broader range of EPODE-affiliated 
programs around the world. The rapid expansion of the 
EPODE approach into numerous countries over multiple 
continents provides the opportunity to identify the range 
of issues experienced during the implementation of the 
program in diverse socio-cultural contexts. A qualitative, 
exploratory approach was adopted to enable program rep- 
resentatives to nominate and discuss those issues that 
were most relevant to their particular contexts. 

EPODE 

Detailed information relating to the origins and philosophy 
of the EPODE approach is provided elsewhere [46,50]. 
Briefly, EPODE has as its focus the reduction of child obes- 
ity through a coordinated, capacity-building approach 
that involves a broad range of stakeholders and settings. 



A primary aim is to instil in all children the enjoyment 
of healthy eating and recreational activities, while avoid- 
ing any form of stigmatization. The EPODE approach in- 
volves the intentional inclusion of a wide range of 
stakeholders, ranging from government ministers and na- 
tional health agencies to community-level organizations, 
schools, and families. In some contexts, private organiza- 
tions are also involved. A crucial element in the function- 
ing of the programs is the local project coordinator, who 
operates as a "go-between" among the national/regional 
program implementers, the local actors/stakeholders, and 
the population. This local project coordinator is appointed 
and remunerated by the local political authorities. Coordi- 
nators are active and dedicated members of their commu- 
nities, and are required to demonstrate knowledge of local 
political structures as well as a full understanding of the 
realities of program implementation in the field. 

Variations of the EPODE approach have been adopted 
in numerous countries, each adapting their implementa- 
tion to accommodate local cultural, social, and political 
contexts. Adaptation has also occurred within nations, 
with different programs being implemented in different 
areas to reflect the varying needs and characteristics of the 
relevant populations (see http://www.epode-international- 
network.com/programmes for descriptions of each pro- 
gram). It is estimated that by 2015, variations of the 
EPODE approach will have been implemented in the form 
of 40+ large-scale community-based programs involving 
more than 400,000,000 people. 

The EPODE International Network (EIN), a not-for- 
profit organization, was created April 7, 2011 in Brussels. 
The objective of EIN is to optimize the effectiveness of the 
EPODE-based programs around the world by generating 
global visibility for the EPODE approach, advocating for 
increased political attention to obesity prevention, encour- 
aging expansion of the scientific evidence base relating 
to obesity prevention, facilitating information sharing be- 
tween programs, and fostering links between relevant 
stakeholders across the public and private sectors [46]. 
EIN thus provides broad-based support to individual pro- 
grams to assist them understand and implement the 
EPODE approach. 

Methods 

The study protocol received clearance from the Ethics 
Committee of the Faculty of Medicine, Hasselt University, 
Belgium (#CME2013423). An online survey that included 
open-ended questions was distributed to the 25 EPODE 
programs in operation around the world at the time of the 
survey (May 2012). The link to the online survey was dis- 
tributed via email by the EIN Coordination team. In line 
with the World Health Organization's [1] recommendation 
for child obesity interventions to be effectively monitored 
and evaluated, the survey was one component of ongoing 
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data collection to obtain information relating to program 
implementation in various locations and to identify areas 
where additional support may be required. The survey 
comprised questions relating to experiences with imple- 
menting the EPODE approach, the perceived strengths and 
weaknesses of the programs as they are delivered on the 
ground, and any need for additional support. In addition, 
respondents were invited to make any other further com- 
ments they considered relevant. The most senior project 
coordinator of each program was asked to complete the 
questionnaire. Respondents could be as brief or as expan- 
sive in their replies as they wished. 

Of the 25 programs that were members of EIN at the 
time of the survey, 18 responded to the request to parti- 
cipate, yielding a 72% response rate. These 18 programs 
represented 14 different countries and four different 
regions. The Western Europe regional group included 
France, Belgium, the Netherlands, Portugal, and Greece. 
The Eastern Europe group encompassed Slovakia, Poland, 
and Romania (two programs). The South America group 
included Mexico (three programs), Brazil, and Chile, and 
the Asia Pacific region was represented by Singapore, 
Australia (two programs), and New Zealand. The non- 
responding programs were almost all located in South 
America, with the exception of one program located in 
the Asia Pacific region. The survey was produced in Eng- 
lish, and all responses were received in English. In the 
findings presented below, respondents' quotes are attrib- 
uted to the regions from which they originate to provide 
anonymity at the program level. 

The survey responses were imported into NVivo 10 
(QSR International Pty Ltd, Australia) for coding and ana- 
lysis. An exploratory approach to analysis was adopted 
that involved using the constant comparative method 
to identify commonalities and differences in responses 
across the various programs to generate a thematic ana- 
lysis [51]. Data were coded according to location and the 
various issues raised by respondents (e.g., importance of 
government funding and optimizing media coverage). 
Analysis involved a combination of interrogating indi- 
vidual nodes (the locations at which coded data assigned 
to a particular conceptual category are stored within 
NVivo) and running matrix searches to facilitate 
closer inspection of the themes identified in the data. 
Various trustworthiness techniques were used to en- 
hance the quality of the interpretation, including the 
use of verbatim quotes (allow direct access to the re- 
spondents' views), purposive sampling (by approaching 
senior managers with primary responsibility for program 
implementation), and peer debriefing among the research 
team [52]. 

The themes identified in the data related to those as- 
pects of program delivery that were most salient to the re- 
spondents. In accordance with the exploratory approach 



adopted, the issues prioritized by respondents became the 
focus of the findings reported below. 

Results 

The respondents commented on their perceptions of the 
performance of their own programs and discussed those 
aspects of program delivery that they felt were especially 
successful or problematic. They also provided a 'wish 
list' of the additional forms of support they felt could as- 
sist them improve outcomes in their particular contexts. 
Of note was the consistency of responses, with few vari- 
ations evident by region. The sections below outline 
these findings, with relevant quotes provided from the 
survey data. Where appropriate, the quotes have been 
adapted to account for the second-language status of 
English in many of the participating countries. 

Overall, the respondents found participation in an 
international network of organizations undertaking simi- 
lar activities to be useful in supporting their efforts: 

We are very happy to be part of EIN. We value the 
opportunity to share our experiences and at the same 
time learn from all the countries that are 
participating. It is an opportunity for our program to 
grow and strengthen. (South America) 

Their pride in their association with EIN was reflected 
in the expectation that the organization will maintain high 
standards and transparent independence to optimize the 
short- and long-term success of the network. An import- 
ant aspect of this independence was perceived to be clear 
demarcation between industry funding and industry in- 
volvement in strategy development and implementation: 

There needs to be an explicit statement about the role (of 
corporate sponsors) in all communications. (Asia Pacific) 

(We want EIN to) be completely independent from 
conflict of interests and be able to show it. (Western 
Europe) 

Part of the process of maintaining high standards was 
noted to be an ongoing commitment to publishing results 
in the scientific literature to provide tangible evidence of 
the credibility and effectiveness of the comprehensive 
intervention approach: 

(We want EIN) to publish reports on the results of the 
individual programs in international scientific fora. 
(Western Europe) 

(We want EIN) to hold the program to high scientific 
standards so that we deliver definitive new evidence 
and to disseminate the results widely. (Asia Pacific) 
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Main factors influencing effectiveness of delivered programs 

Frequent reference was made to the importance of strong 
relationships with relevant stakeholders to enhance the 
functioning of the program. Nominated stakeholders 
included policy makers, community groups, schools, re- 
search institutions, the media, and private sector organiza- 
tions. While not all respondents could report strong 
affiliations with all these stakeholders, their ability to pro- 
gress their objectives was attributed to establishing and 
maintaining effective working relationships with at least 
one or more such groups. This reflects the philosophy of 
EIN, which emphasizes the need to work with a range of 
collaborators across multiple facets of society to provide a 
broad-based approach to obesity prevention. 

We have initiated strong, sustainable, long-lasting 
partnerships with schools, summer day-camps, and 
local organizations... We have excellent relations with 
the press and media. (Western Europe) 

We have had a good response from social, private, and 
academic sectors. (South America) 
There is strong political commitment and strong 
support from schools for our obesity prevention 
programs. (Asia Pacific) 

The primary factors that were mentioned as limiting the 
success of respondents' programs to date included inad- 
equate financial support from public and/or private sources 
and the challenges associated with generating the outcome 
data required for rigorous evaluation. These weaknesses 
were also the focus of statements relating to desired forms 
of additional support, as outlined further below. 

All our efforts to obtain sources for financing program 
from public sources were unsuccessful, even though all 
political representatives at national (minister of 
health, minister of education and sport) and 
municipal levels were very impressed by the aim of 
program and its strategy. (Eastern Europe) 

We feel as though our actions are limited due to our 
budget. The development and implementation of large 
actions could be improved with more resources. 
(Western Europe) 

We need assistance with the correct application and 
interpretation of statistics required. (South America) 

There is a large gap between the socio-economical 
levels of our participants, which represents a real 
challenge in terms of conducting an accurate, 
significant evaluation of the impact of our actions. 
(Western Europe) 



Desired forms of additional support 

Respondents' experiences with implementing their pro- 
grams provided them with insights into those areas of 
high-level administrative support that are important for 
optimizing fidelity within and across programs. A particu- 
larly critical element was considered to be an extensive 
database that serves as an information resource for par- 
ticipating groups. The primary function of such a database 
would be to provide comprehensive information about 
the activities that have been undertaken by the various 
participating programs and the results of these activities. 
Inclusion in the database of best practice examples was 
considered to be potentially very useful in preventing indi- 
vidual programs from having to learn what works through 
trial and error. Respondents also suggested that such a 
database could include a repository of scientific infor- 
mation relating to obesity, its causes, and possible so- 
lutions. Ideally, this information would be provided in 
user-friendly formats that could be used in discussions 
with policy makers and other key stakeholder groups. 

(The database could be used to) share activities, 
best practices, results (BMI), best practice to involve 
new financial partners, and best practice in the 
evaluation of local mobilization. ..(There could be) a 
review of the latest news on obesity and overweight 
prevention in children and a review of methods 
that have proved their efficiency on the field 
(Western Europe) 

Another form of support that was mentioned frequently 
related to program evaluation measures and procedures. 
Many respondents expressed a desire for fully specified 
evaluation criteria and instruments to enable them to pro- 
duce outcome results that are comparable across programs 
using methods that would be adequately rigorous for pub- 
lication in the scientific literature. It was acknowledged 
that physiological data are especially difficult to access, and 
assistance in developing appropriate procedures to facili- 
tate the capture of these data was sought. 

(It would be good) to standardize the methods for 
anthropometric measurements in children - weight 
and height but also abdominal circumference... And to 
standardize the food and lifestyle questionnaire 
according to children's age and adapted to traditional 
food consumption and life customs for each country. 
(Eastern Europe) 

(We need) help to improve the tools that we are using 
to evaluate our programs. (South America) 

We could use more accompaniments in the 
evaluation process. We need evaluation processes 
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which are meaningful and incontestable. (Western 
Europe) 

(We need) ways to evaluate that are cost effective and 
inform policy in a practical way. (Asia Pacific) 

(It would be good to have a) common evaluation tool - 
sustainable methodology for implementation, research, 
and evaluation. (Asia Pacific) 

Similarly, some respondents were desirous of assistance 
and guidance in developing the communication strategies 
that are used to disseminate health messages as part of 
their programs. The specialist expertise required for ef- 
fective message development and dissemination was not 
always readily available in local contexts, and it was felt 
that EIN could assist with these processes at a central 
level. This concern was most apparent among the Eastern 
European respondents: 

(We would like) assistance with the improvement of 
the education methodology - new ways of education 
and spreading the information among the program's 
participants. (Eastern Europe) 

(We would like assistance with an) overall 
communication strategy, for example including 
national institutions and organizations related to 
public health, sport, etc. (Eastern Europe) 

A final primary area of desired support related to the ne- 
gotiation and management of relationships with public and 
private organizations. This was perceived to be a particu- 
larly complex issue because of: (i) the need for ongoing 
financial support to achieve program sustainability and 
hence the need to develop financial relationships with third 
parties; (ii) the differing cultural contexts which prevent a 
unified approach across countries; and (iii) the varying 
levels of perceived acceptability of food industry support of 
child obesity interventions in different countries. This 
complexity appeared to result in considerable stress for 
some respondents, especially those located in countries 
where government funding was less likely to be available. 

We have been totally unsuccessful in obtaining support 
from the government, municipalities, funds, and private 
investors. We could operate this project with a 
minimum 20 people on full time job, but we cannot!!! 
We would like to meet global representatives of private 
sector companies who could help us. (Eastern Europe) 

(We would like EIN) to share best practices in terms 
of public-private partnership and the methodology 
behind the success stories. (Eastern Europe) 



(We would like access to) a list of companies interested 
in investing and participating with government 
partnerships. (South America) 

A related issue was the desire for expert assistance to in- 
fluence food advertising practices. It was understood that 
food advertising is an important determinant of children's 
diets, and hence that comprehensive child obesity inter- 
ventions need to include strategies to address the current 
emphasis in food advertising on unhealthy foods. Some re- 
spondents reported that they would value assistance in 
working with the food industry to address this issue. 

(We would like EIN to) build partnerships with the 
food industry to regulate advertising of their products 
and encourage involvement in nutrition education 
strategies for consumers. (South America) 

(We would like EIN) to provide counselling to 
stakeholders to improve food marketing and strategies 
to improve and maintain child general health. 
(Eastern Europe) 

Discussion 

The qualitative, exploratory approach adopted in this 
process evaluation study permitted those issues of most 
importance to respondents to emerge and be integrated 
into an overall interpretation of the high-level factors af- 
fecting program delivery. Ultimately, the primary concern 
of EIN member programs is their effectiveness in terms of 
addressing child obesity. As depicted in Figure 1, effective- 
ness was viewed by the respondents to this survey to be 
dependent on numerous factors, the most important of 
which were their ability to secure ongoing funding and 
their access to evidence-based intervention methods and 
policy advice relating to relationships with third parties. 
These issues were in turn impacted by other factors, in- 
cluding (i) access to user-friendly information relating to 
the range of intervention strategies available and appropri- 
ate evaluation measures; (ii) assistance in building and 
maintaining relationships; and (iii) assurance of the qual- 
ity, independence, and transparency of EIN policies and 
practices. 

Issues relating to funding are well recognized in the 
health intervention literature [53,54], and hence the sali- 
ence of this concern was unsurprising. However, the differ- 
ing financial support environments of the various programs 
and the resulting inability to establish consistent guide- 
lines for procuring and maintaining funding highlight the 
difficulty of navigating this issue in multi-country collabo- 
rations. The project coordinators participating in the study 
indicated that the financial resourcing of their programs 
was reliant on a complex interplay of factors that left them 
vulnerable on several fronts. The outcome was that they 
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Figure 1 Identified issues relating to program implementation. 
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sought (i) assistance in identifying and approaching poten- 
tial contributors, (ii) guidance in establishing appropriate 
relationships with these entities, and (iii) assurance of the 
legitimacy, independence, and effectiveness of the EPODE 
approach that could be conveyed to potential and current 
funders and other stakeholders. 

Similarly, the desire expressed by the study partici- 
pants for evidence-based strategies reflects best-practice 
recommendations in the literature [1,2,27,53,55,56]. Un- 
derstanding the information needs of those implementing 
programs is a vital element of the intervention develop- 
ment process [57]. The project coordinators felt that they 
would be best equipped to implement evidence-based 
strategies if they had access to a user-friendly database 
that listed the different types of interventions that have 
been used in the child obesity context and the conditions 
under which they were found to be effective. This data- 
base would ideally also include validated evaluation mea- 
sures that the various programs could use to assess their 
efforts and generate data that are directly comparable to 
those being produced by other programs. In this way, they 
could contribute to the evidence base to inform future 
intervention implementation in their own program, other 
EPODE-afhliated programs, and child obesity prevention 
efforts in general. 

On the basis of the study findings, EIN has commenced 
the introduction of a range of initiatives to enable them to 
better support implementation activities across the large 
and growing number of programs. Table 1 lists the range 
of issues raised by the study participants, the initiatives 
that have already been implemented in response to these 
concerns, and initiatives that are in the process of being 
developed. 



A limitation of this study was the reliance on data from a 
single representative from each program. It is possible that 
those in other roles, especially those involved in day-to-day 
program implementation, may have different perceptions 
and needs. Future research could access a broader range of 
program representatives. A further limitation was the use 
of an online survey to collect qualitative data. This ap- 
proach facilitated timely and simultaneous data collection 
from the various programs, but lacked the ability to probe 
respondents for greater detail or to seek clarification on 
the issues raised. An alternative approach for future studies 
could be the use of interviews - either face-to-face or via 
online videoconferencing systems (e.g., Skype). 

The major strength of the study was the high response 
rate, with the final sample reflecting project coordinators 
from a wide range of nations. The findings are therefore 
likely to be representative of the issues faced by the di- 
verse programs affiliated with the EIN, and the initiatives 
implemented in response should be well-placed to com- 
mence addressing these issues. However, given the global 
prevalence of child obesity, the recognized substantial 
adverse health consequences of the condition, and the 
limited resources of EIN as an NGO, higher-level assist- 
ance to address the identified issues appears warranted. 
For example, a best-practice database relating to child 
obesity prevention strategies and related evaluation mea- 
sures may be better managed by an entity such as the 
World Health Organization that has ready access to the 
required expertise and technical support. 

Another potential area of support at this higher level 
would be the development of standards for public-private 
partnerships in health interventions in general and child 
obesity prevention in particular. The involvement of private 
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Table 1 EIN responses to identified implementation issues 

Area of support Initiatives in process 

Evaluation 



Funding 



Public-Private 
partnerships 



Advocacy and 
Awareness 



Methodological 
guidance 



organizations in health promotion can invite criticisms re- 
lating to the possibility of interference and suboptimal 
outcomes [58] . Current recommendations relating to child 
obesity prevention interventions by the World Health 
Organization [2] note the importance of the private sector 
as an employer and provider of goods and services, but do 
not offer specific guidance in managing contractual rela- 
tionships involving contributions to health interventions. 
Such guidance could include disclosure requirements and 
independent monitoring processes. 

Conclusion 

Implementing an obesity prevention intervention on a glo- 
bal scale brings many challenges. Previous analyses of na- 
tional health promotion programs have highlighted the 
difficulties associated with political commitment and re- 
source constraints [53,55] . Increasing the scale of an inter- 
vention to an international level has the potential for these 
problems to magnify and multiply. By definition, such an 
undertaking will lack the auspices of a single government 



Initiatives planned 



body. In the context of child obesity, the responsibility of 
implementing an international child obesity intervention 
has fallen to a non-government organization. EIN has rap- 
idly accumulated numerous community-based initiatives 
around the world that in combination impact the lives of 
many millions of children [46] . EIN promotes the EPODE 
methodology in many culturally diverse countries, encour- 
aging adaption to each specific location rather than pro- 
moting a one-size-fits-all approach. The present study 
provides insight into the process issues experienced by 
those implementing the intervention on the ground and 
identifies potential means of addressing these issues to 
better facilitate implementation in existing and new sites. 
The findings have the potential to be of broader relevance 
given the increasing need for multi-level, comprehensive 
interventions to address non-communicable diseases and 
their multi-factorial causes. The findings illustrate the im- 
portance of ensuring that program staff members have 
ready access to best practice information about interven- 
tion strategies and evaluation measures in user-friendly 



■ Creation of the EIN Scientific Advisory Board (SAB) with 
multidisciplinary experts. 

■ Taskforce on Global Evaluation Project. 

■ Taskforce on publications. 

■ Facilitating EIN SAB participation in international meetings 
on program evaluation. 

■ Ongoing surveys of evaluation issues among EIN member programs. 

■ Capacity and capability workshops for member program coordinators. 

■ Travel and accommodation expenses covered for specific 
interventions/meetings. 

■ Monitoring of public and private opportunities for program funding. 

■ Tailored support provided to EIN member programs to identify 
funding partners and develop relationships with public officials. 

■ Establishment of a Public-Private Partnership (PPP) Taskforce to 
ensure full transparency and avoid conflict of interest issues. 

■ Ongoing surveys on PPP administered to EIN member programs 
to identify levers and challenges of partnerships. 

■ A biannual Global Obesity Forum is held for member programs 
and other stakeholders. 

■ Regular meetings with politics/scientists/policy-makers and partners. 

■ Dissemination of scientific publications. 

■ Participation in national and international conferences (+30 per year) 
and collaboration with major obesity conferences (e.g., Pan American 
Conference on Obesity, American Nutrition Society Conference). 

■ Ongoing communications (website, twitter, YouTube, newsletters, 
flashnews, infographics, etc.). 

■ Organisation of "Kick-off meetings" for new programs. 

■ Running capacity building workshops. 

■ Organisation of Regional Obesity meetings (European, Latin American, 
and Asia-Pacific). 



■ Funding and establishing an evaluation framework 
for 3 EIN member programs. 

■ Tailored coaching in evaluation for EIN members. 

■ Dissemination of the WHO's appraisal tools to EIN 
member programs. 

■ Development of a common evaluation and 
intervention taxonomy. 

■ Leverage funding for evaluation activities. 



■ Create a common commitment charter for private 
partners to ensure full transparency and avoid 
conflict of interests. 



■ Specific methodological advice on request. 

■ Development of a comprehensive and 
user-friendly database. 
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formats. The provision of advice and assistance relating to 
establishing and maintaining relationships with funding 
bodies is also likely to be of particular value. 
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